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Abstract--We valuated whether the emotional reactions of women at 2~ weeks after the prenatal 
diagnosis of a lethal anomaly and at 3 months after perinatal loss might be predicted by previous tress 
and acute psychological defence reactions to the diagnosis. Previous tress was defined objectively as a 
history of major life event(s) and having received professional mental health treatment in the past, and 
subjectively as the disposition for feelings of inadequacy and anxiety. Forty-one women were interviewed 
and completed measures on their history of major life events, whether they had received professional 
mental health treatment in the past, inadequacy, acute psychological defence reactions and perinatal grief. 
Regression analyses howed that inadequacy was the most strongly positive predictor of perinatal grief 
shortly after receiving the unfavourable diagnosis and three months after perinatal loss. In addition to 
inadequacy, having received professional mental health treatment in the past led to significantly more 
intense grief, but only shortly after receiving the unfavourable diagnosis. Previous life events intensified 
grief three months after perinatal death. The grieving process was significantly moderated by the defence 
of 'principalization' while it was significantly intensified by 'turning aggression against oneself', but only 
shortly after receiving the unfavourable diagnosis. 
These effects were not contaminated by relationships with pregnancy-related variables. Our findings 
imply that psychological support for women with perinatal loss should particularly be offered to those 
who have been identified as generally anxious, who have reported previous major life events and have 
received professional mental health treatment in the past. 
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INTRODUCTION 
Our previous study showed that the emotional reac- 
tions of 41 women to the stress of infant loss owing 
to severe fetal malformations, were still strong three 
months after delivery and the subsequent death of the 
infant [l]. In addition, we found more grief in women 
whose gestational age lay between 24 or 34 weeks (vs 
beyond 34 weeks), in women who had viewed the 
dead infant (vs not viewed the dead infant) and in 
women who had not experienced any difficulty with 
conceiving (vs difficulty with conceiving). 
Apart from these factors which are directly related 
to pregnancy, previous stressful life events of the 
mother might lead to disordered mourning.t 
*Author for correspondence at Department of Medical 
Psychology and Psychotherapy, Erasmus University, 
Rotterdam, Postbus 1738, 3000 DR Rotterdam, The 
Netherlands. 
tThe term 'mourning' refers to a complex interplay of all the 
psychological processes that are triggered by the loss. 
This includes biological reactions, behavioural reactions, 
and cognitive and defensive operations related to the 
loss. The term 'grief' refers to all the painful affects 
associated with the loss of an infant, such as sadness, 
anger, guilt, shame and anxiety [2]. 
Although perinatal oss was at first seen as a 'non 
event' [3], previous perinatal loss is now considered to 
be an important factor in a troublesome grieving 
process [4-7]. Further, experiences of incest can lay 
the foundation for complicated mourning in adult life 
[8]. It might be questioned whether previous life 
events in general also lead to more intense grieving. 
In addition, research findings generally suggest that 
stress-related personality characteristics, uch as an 
obsessive personality or insecure, anxious-attached 
and fearful individuals, sometimes labelled as neu- 
rotic [9, 32], may he at higher risk for troublesome 
grieving than individuals without these features 
[4,9-11]; see also recent reviews on bereavement 
[7, 12-14]. However, there is little systematic knowl- 
edge on the relationship between inadequacy and 
coping with perinatal loss. Many studies have as- 
sessed this relationship without using any specific 
standardized measure or statistical test [4, 7, 12-14]. 
Owing to the fact that previous use of professional 
mental health treatment generally indicates that the 
psychological burden of life outweighs the psycho- 
logical carrying capacity of an individual [15], it can 
be hypothesized that women who have received pro- 
fessional mental health treatment at some time in the 
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past, might suffer more distress after later perinatal 
loss than women who have not. Black [16] had not 
found a significant association between previous use 
of professional mental health treatment and distress. 
However, the association was determined only at a 
second measurement 6 months after pregnancy loss 
and by means of the POMS which is a general mood 
scale. It might be questioned whether this relationship 
is also absent if assessed shortly after hearing the 
unfavourable diagnosis and by means of a specific 
perinatal grief scale. 
Being informed of an unfavourable diagnosis is a 
heavy blow to the mother, so she will mobilize several 
psychological defences against he situation to pro- 
tect herself from being overwhelmed by painful 
emotions, such as fear, guilt and anger [17]. Particu- 
larly in the beginning, defences against painful 
emotions are considered to be a useful part of coping, 
but they might also lead to delayed or disordered 
mourning, for example by continual suppression of 
the unpleasant feelings and thoughts related to peri- 
natal loss [18]. So far, no studies are available on 
perinatal grief in relation to psychological defences. 
Therefore the present study addressed two questions: 
(1) What is the relationship between previous 
stressful life events, inadequacy and having 
received professional mental health treat- 
ment in the past on the one hand and 
perinatal stress and grief on the other? 
(2) What is the relationship between acute 
psychological defences against he unfavour- 
able ultrasound diagnosis, and perinatal 
stress and grief? 
METHOD 
Patients 
We approached 55 women who were referred to the 
division of prenatal diagnosis in the period between 
January 1990 and August 1991 for an anomaly scan. 
Inclusion criteria for the study were: (i) a pregnancy 
of 24 weeks or more; and (ii) the presence of a fetal 
malformation which was not compatible with ex- 
trauterine life or would at least result in severe mental 
and/or physical handicap(s). Women with a pre- 
viously known risk for congenital fetal structural 
malformations and women with insufficient knowl- 
edge of the Dutch language were excluded from the 
study. A total of 46 pregnant women consented to 
take part in the study. The remaining nine women did 
not participate in the study because they did not wish 
to be confronted with the traumatic event or the loss 
(n = 8) or because the woman and her partner were 
both deaf (n = 1). 
Procedure 
A medical psychologist (J.H.) paid a home visit to 
carry out an audiotaped interview 2-6 weeks (first 
measurement) after the women had been informed of 
the presence of a severe fetal malformation. To 
measure long-term emotional reactions, previous life 
events, inadequacy, whether the woman had received 
professional mental health treatment in the past and 
psychological defences, a second interview took place 
three months following the birth of the infant (second 
measurement). We chose the 3-month time interval 
between the first and second measurements because 
we expected that the women would be more able to 
provide biographical information by that time. 
At the first and second measurements, question- 
naires were left behind for completion. The women 
were instructed to contact he researcher (J.H.) if they 
had any problems regarding completion. The women 
received a reminder by telephone if the questionnaire 
had not been returned two weeks later. 
Measurement 
The interviews were semi-structured and included 
both open-ended items and closed-ended questions, 
which covered the history of life events and whether 
the woman had received professional mental health 
treatment in the past. The prevalence of major life 
events was determined by means of a semi-structured 
interview instead of a standard questionnaire, be- 
cause the former method leads to better ecall of the 
life events [19]. 
Grief reactions were measured with two question- 
naires: the Perinatal Grief Scale and the Perinatal 
Event Scale. The perinatal Grief Scale is a translation 
of Toedter's Perinatal Grief Scale [20]. The scale 
consists of three subscales: active grief, difficulty with 
coping and despair. The total PGS score is a sum- 
mation of each subscale score. The reliability and 
validity of the scale are good for the American and 
Dutch versions [21, 22]. The Perinatal Event Scale, 
which was developed to measure stress after a trau- 
matic event, is an elaboration of the Impact of Event 
Scale [23]. We anchored the items to the traumatic 
event of the (impending) perinatal loss, as was rec- 
ommended by Horowitz [23] and labelled the out- 
come as perinatal stress. The scale consists of ! 5 items 
clustered around two subscales: intrusion and avoid- 
ance. The total PEL score consists of the summation 
of the subscale scores. The reliability and validity of 
the original scale are satisfactory. 
Acute psychological defences were measured with 
an adapted version of the Defense Mechanism Inven- 
tory (DMI) [24] which registers reactions to threat or 
conflict. This was followed by four questions about 
the women's actual reactions, reactions in fantasy 
and reactions regarding thoughts and feelings upon 
hearing the unfavourable diagnosis (see Appendix). 
From the reactions which reflected the five major 
defences, the intensity of usage against he traumatic 
event was ranked: (i) turning aggression against a real 
or presumed external frustrating object* (TAO); 
*The term 'object' comprises anything from human beings 
to things in the outside world through which gratifica- 
tion can be achieved. 
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(ii) projection, which means attributing negative in- 
tent or characteristics to an external object, without 
unequivocal evidence (PRO); (iii) principalization 
(PRN) which refers to a mental process in which a 
person obscures, reinterprets or generalizes the affec- 
tive meaning of a perceived threat. This class of 
defences deals with conflict through invoking a gen- 
eral principle that 'splits off' affect from content and 
represses the former. Defences uch as intellectualiza- 
tion, isolation and rationalization fall into this cat- 
egory [26]; (iv) turning aggression against oneself 
(TAS) expressed in excessive self-criticism or self-re- 
proach; (v) reversal (REV) which means a positive or 
neutral reaction to a traumatic event, while more 
negative reactions are expected. The defences TAO 
and PRO can be considered to measure hostile im- 
pulses directed towards other persons, while the 
defences PRN, TAS and REV can be considered to 
measure repression of the affect and self-directed 
aggression. The reliability and validity of the Dutch 
version are satisfactory for women [27]. In this study, 
we used instead of the general threat or conflict 
situations of the DMI the event of hearing the 
ultrasound diagnosis of a severe or lethal fetal 
anomaly, in order to increase the clinical validity [25]. 
Inadequacy was measured with the scales of social 
inadequacy (SI) and personal inadequacy (PI) which 
are subscales from the Dutch Personality Question- 
naire. High scores on social inadequacy indicate 
incompetence in social contacts. These persons feel 
inhibited and shy. 'Personal inadequacy' items in- 
clude questions about depressed mood, anxiety, feel- 
ings of insufficiency or low self-esteem. Both 
subscales can be considered to measure inadequacy 
or the disposition of the woman toward being 
anxious. The scales have good test-retest reliability 
and validity research has confirmed the intended 
content of the subscales [28]. 
Data reduction 
A composite index for repression (REP) was calcu- 
lated as the difference between (REV + PRN) and 
(TAO + PRO) since Juni reported this measure as 
being more reliable than the separate defence 
measures of the DMI [29]. 
The content of the audiotaped interview was first 
transcribed into a report from which the variables 
major life events and having received professional 
mental health treatment in the past were derived with 
two levels (present vs absent). Six major life events 
were registered; 5 of them had the highest rates of 
stressfulness in Paykel's life event scale [30]. These 
were: death of partner, offspring or parents; divorce 
and death of a good friend. Further, incest was added 
as a major life event. 
Data analysis 
First, the relationships between life events, inade- 
quacy, having received professional mental health 
treatment in the past and acute defence measures on 
the one hand and the grief scores at the first and 
second measurements on the other, were assessed by 
Pearson's product moment correlations. Second, 
multiple regression analyses were carried out on the 
overall grief measures as dependent variables. 
Measures which proved to be significantly associated 
with both the independent variables and the grief 
scores were chosen as independent variables [31]. 
RESULTS 
Sample characteristics 
Maternal age in the sample (n = 46) ranged be- 
tween 19--44 years (median: 30 yrs) and the gesta- 
tional age varied between 24-38 weeks (median: 
31 wks). Thirty-eight of the deliveries were induced, 
including four following intrauterine death. There 
were eight spontaneous deliveries. A total of five 
infants were alive during the study period, but were 
suffering from severe physical and/or mental handi- 
cap(s). A more detailed escription of the sample is 
reported elsewhere [1]. 
At the time of the second measurement, five 
women withdrew from the study because they did not 
wish to be confronted with the loss. Therefore 41 
women remained for further analysis. 
Prevalence of previous tress, acute psychological de- 
fences, perinatal stress and grief 
There was no significant reduction in perinatal 
stress and perinatal grief between the first and the 
second measurements (mean scores were 38.3 vs 33.5 
and 83.2 vs 82.5). A more detailed escription of the 
grief scores is reported elsewhere [1]. Twenty-six 
women (63 %) reported that they had experienced one 
or more major life events. Ten women (24%) men- 
tioned that they had received professional mental 
health treatment in the past, The mean score of social 
inadequacy was 11.7 (SD 8.1) and of personal inade- 
quacy 15.5 (SD 10.8), which is within the normal 
range (12.3, SD 7.1 and 13.9, SD 8.3). The defence 
'turning aggression against oneself' was most promi- 
nent in the reactions to hearing the diagnosis, fol- 
lowed by 'principalization', while the defences 
'projection' and 'turning aggression against others' 
were least observed. 
Relationship between previous tress, acute psychologi- 
cal defences and perinatal grief 
Table 1 shows the relationship between major life 
events, inadequacy, having received professional 
mental health treatment in the past and defences on 
the one hand and perinatal stress and grief on the 
other. Inadequacy, particularly personal inadequacy, 
showed a significant and positive relationship with 
perinatal stress and grief shortly after hearing the 
unfavourable diagnosis and three months after the 
loss. The defence 'turning aggression against oneself' 
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had a positive and significant association with perina- 
tai grief at both measurements and with perinatal 
stress only shortly after the unfavourable diagnosis. 
At both measurements, significant negative corre- 
lations were observed between the defence principal- 
ization and perinatal stress and grief. Having received 
professional mental health treatment in the past was 
significantly and positively related to perinatai grief 
shortly after hearing the unfavourable diagnosis, 
while major life events howed a significant positive 
relationship with grief three months after perinatal 
loss. 
Prediction of perinatal stress and grief using life events, 
inadequacy, having received professional mental health 
treatment in the past and acute psychological defences 
The outcome of the multiple regression analyses is 
presented in Table 2. Personal inadequacy explained 
almost half of the variance in perinatal stress and 
grief scores shortly after hearing the unfavourable 
diagnosis. The women who displayed personal inade- 
quacy showed significantly more grief than the 
women who did not. In addition, having received 
professional mental health treatment in the past made 
a unique and significant contribution to perinatal 
grief and accounted for 12% of the variance: the 
women who had received professional mental health 
treatment in the past showed more intense perinatal 
grief. In addition to personal inadequacy, the de- 
fences 'principalization' and 'turning aggression 
against oneself' made unique and significant contri- 
butions to the variance in perinatal stress: the women 
who reacted to the unfavourable diagnosis with 'prin- 
cipalization', showed less stress, while the women 
who 'turned aggression against hemselves' howed 
more stress• Personal inadequacy also explained more 
than half of the variance in the perinatal grief scores 
three months after perinatal death. In addition, major 
life event(s) made a unique and significant contri- 
bution to perinatal grief: the women who had experi- 
enced major life events showed more intense grief 
than the women without a history of major life 
events. Personal inadequacy explained almost half of 
the variance in perinatal stress three months after 
perinatal loss, but none of the other variables made 
any significant contribution• 
DISCUSSION 
Inadequacy, previous life events and having re- 
ceived professional mental health treatment in the 
past led to more intense grief reactions. It has to be 
emphasized that our measure of inadequacy is not 
referring to psychopathology. These measures con- 
cern a general personality trait and indicate how a 
patient's position relates to that of the average popu- 
lation and whether it is in the low, middle, or high 
range of the distribution. Consequently, enhanced 
inadequacy scores in these women do not mean that 
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they require psychotherapeutic treatment (although a
subgroup of them might). 
Of the above mentioned variables inadequacy, 
particularly personal inadequacy, was the strongest 
predictor of the variance in perinatal grief. In ad- 
dition, a history of major life event(s) and having 
received professional mental health treatment in the 
past contributed to the variance in perinatal grief. 
Both variables were positively related to grief: having 
received professional mental health treatment in the 
past shortly after receiving the unfavourable diagno- 
sis (first measurement) and previous life events three 
months after the perinatal loss (second measure- 
ment). In agreement with the finding of Black [16], 
the relationship between having received mental 
treatment in the past and grief had disappeared atthe 
second measurement. The impact of having received 
mental treatment in the past might therefore be 
limited to crisis situations, such as receiving the 
unfavourable ultrasound iagnosis. 
The finding that individuals with high scores on 
inadequacy showed more intense grief reactions is in 
agreement with research findings in other areas. 
These studies found more disordered grieving in 
neurotic women after an abortion and in neurotic 
soldiers after the Vietnam war [9, 32], both assessed 
by the Neuroticism subscale of the Eysenck Personal- 
ity Questionnaire. 
It was found that trauma often leads to the intru- 
sive re-experience of earlier traumatic events [33, 34]; 
our findings indicated that this only took place after 
the first turmoil of the event had subsided. Rapee 
et al. [11] observed that anxious persons attributed a
significantly more negative impact o life events than 
non-anxious persons. Unfortunately, our sample was 
too small to determine whether impact of life events, 
type of life event (toss by death, including perinatal 
loss, incest, divorce) or coming to terms with an event 
was influenced by the degree of inadequacy of the 
mother and made any difference to the grief reac- 
tions. 
Only 'turning aggression against oneself' and 'prin- 
cipalization' among the acute psychological defences 
made a contribution to the variance in perinatal grief, 
in addition to personal inadequacy. 'Turning aggres- 
sion against oneself' led to more intense grieving and 
'principalization' to less intense grief reactions. As 
expected, this relationship was only found at the first 
measurement onour version of the Defense Mechan- 
ism Inventory which focussed on the psychological 
state after hearing the unfavourable diagnosis. The 
finding that the defences of 'turning aggression 
against oneself' and 'principalization' were related to 
respectively more and less intense grief is consistent 
with the viewpoint of a hierarchy of defences ar- 
ranged according to their pathological significance. 
In this hierarchy, 'turning aggression against oneself' 
is regarded as an immature defence which is nega- 
tively related to mental health. 'Principalization' is 
considered to be a more mature defence and has no 
relationship with mental health according to Bond 
and Vaillant [25]. In this respect it is interesting that 
'prineipalization' was not only significantly nega- 
tively related to 'intrusion' but also to 'avoidance' 
which supports Bond and Vaiilant's consideration. It 
has to be noted that we measured the defences as a 
reflection of the psychological state in response to the 
diagnosis. It is salient that these state measures are 
predictive for the psychological reactions three 
months after the perinatal loss. Longitudinal research 
is necessary to reveal whether the defences reflect 
either a healthy coping process or delayed grieving. 
Previous analyses on these women showed that 
several pregnancy-related variables, such as viewing 
the dead infant and no difficulty with conceiving, 
were positively and significantly related to the inten- 
sity of grief [i], therefore these variables may have 
confounded the relationships found in this study. 
However, entering these potential confounders into 
the analyses did not change the significant associ- 
ations reported above. The outcome can therefore be 
considered to be independent of these pregnancy- 
related variables. 
A methodological weakness of this study is that the 
Table 2. Life events, inadequacy, having received professional mental treatment 
in the past and acute psychological defences as predictors of perinatal stress and 
grief at the first and second measurements 
Psychological measures R 2 R 2 change F P 
First measurement 
Perinatal grief 
Inadequacy 0.37 0.37 18.67 <0.0001 
Mental health treatment 0.60 0.12 7.01 <0.01 
Perinatal stress 
Inadequacy 0.35 0.35 17.90 <0.0002 
Principalization 0.51 0.16 10.87 <0.002 
Turning aggression 
against oneself 0.58 0.07 5.57 <0.02 
Second measurement 
Perinatal grief 
Inadequacy 0.54 0.54 36.99 <0.0001 
Life events 0.61 0.07 5.54 <0.02 
Perinatal stress 
Inadequacy 0.39 0.39 24.72 <0.0001 
R 2, explained variance. 
R 2 change, increment in explained variance. 
a34 J. A. M. Huh WELD et al. 
inadequacy scores were collected in the same period 
as the grief scores, instead of before the traumatic 
event. The psychological state of the women might 
therefore have influenced the scores on the predictive 
measures. However, the mean scores on inadequacy 
largely fell within the average range of the norm 
scores for the general Dutch female population [28] 
and were not increased. This indicates that the scores 
of the women three months after delivery were also 
representative for anxiety before the diagnosis. 
Another methodological aspect concerns our 
rather small number of patients. The relatively large 
number of variables tested implies that the findings 
have to be considered with caution. On the other 
hand, significant findings which are obtained in a 
small sample can indicate the presence of a large and 
probably clinical relevant effect. 
From our findings, the association between inade- 
quacy and grief was most outspoken. Other re- 
searchers have indicated that there is an association 
between inadequacy on the one hand and low social 
adjustment and not being able to provide structure 
and meaning to a traumatic event on the other [9,32]. 
Further, it has been found that empathic listening to 
the women and labelling the emotions which they 
express concerening the perinatal loss, has a positive 
effect [2,35]. Our findings therefore imply that such 
an opportunity should be offered particularly to 
women who have been identified as generally anxious 
or having a disposition for feelings of inadequacy, 
who have reported (major) life events and have 
received professional mental health treatment in the 
past. 
CONCLUSION 
The emotional reactions to infant loss owing to 
severe fetal malformations are most strongly deter- 
mined by inadequacy. In addition, having received 
professional mental health treatment in the past led 
to more intense grief reactions shortly after receiving 
the unfavourable diagnosis, while previous life events 
intensified the grief reactions three months after the 
loss. The grieving process was further intensified by 
the defence of ‘turning aggression against oneself 
and moderated by ‘principalization’ shortly after 
receiving the unfavourable diagnosis. Longitudinal 
research is necessary to reveal whether the defences 
reflect either a healthy coping process or delayed 
grieving. 
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APPENDIX 
The Adapted Version of the Defence Mechanism Inventory 
QUESTION:  How did you react at that time? 
1. I burst into tears and wondered why it had to happen to me. 
2. I told the ultrasound doctor that what ever happened, I was pleased that 
it had been detected before the baby was born. 
3. I didn't show much reaction at the hospital, because the doctors have to 
be able to do their jobs, too. 
4. I was horrible to anyone who came near me at that time. 
5. I asked to see the senior doctor, because I did not trust the result. 
QUESTION:  What would you have liked to have done impulsively in your fantasy? 
6. I would like to have hit myself in the stomach. 
7. I would like to have hit myself on the head. 
8. I would like to have told the ultrasound doctor that I didn't trust him/her. 
9. I would have liked to have run away, but I didn't dare. 
10. I would have liked to have made it clear to the ultrasound doctor that it 
must be awful for him/her to have to tell somebody something like that. 
QUESTION:  What sort of thoughts did you have? 
11. Why does something like this have to happen to me? 
12. Why couldn't they have found out sooner? 
13. The doctors are trying to do the best they can. 
14. Now it has happened to me, but it can happen to anyone. 
15. The baby is suffering from pain; I feel very sorry for it. 
QUESTION:  What are your feelings, and why? 
16. Angry, because they think that it might be my fault. 
17. Hopeless, because I can't do anything more. 
18. Thankful because I found out in advance through the ultrasound scan that 
there is something wrong. 
19. Resigned, because that's just the way it is. 
20. Angry about the way they told me the result. 
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